years but in any of the acute attacks the gallbladder may perforate leading to biliary peritonitis. If jaundice is unrelieved, hepatic failure ensues. Alternatively, after a number of attacks strictures form within the intrahepatic bile ducts, behind which stones collect and multiple honeycombed abscesses occur. Occasionally a cholangiocarcinoma develops in the damaged duct epithelium.
At laparotomy the gall-bladder is usually found to be grossly dilated, thin walled, not inflamed and rarely contains any stones. The common duct is grossly thickened and dilated, often to 2 cm or more in diameter, packed with soft stones of all sizes, epithelial debris, parasites and sometimes pus. The stones may form a solid but friable cast of the whole common duct and its hepatic tributaries.
Until recent years this clinical picture had not been described in any standard text and it presents a fascinating problem. The cause of the condition remains obscure. It is infective in nature and Esch. coli. and Strep. fwucalis can be cultured from the bile in most cases. These organisms must reach the liver through the portal blood stream but there must be some local factor which facilitates their retention in the ducts. Spasm of the sphincter of Oddi has been postulated but in most cases at operation it is patulous. In the Hong Kong cases the incidence of clonorchis infestation was extremely high (95% compared with 38% in the general surgical ward population) but in the Singapore cases infestation was at a much lower level.
In the acute phase, when the patient is very ill and deeply jaundiced, cholecystostomy is simple and safe and allows the infection to settle. Subsequently cholecystectomy with choledochotomy and T tube drainage is unsatisfactory and despite prolonged irrigation the removal of the T tube is always followed by recurrence. The only satisfactory treatment is by the establishment of a wide anastomosis between common duct and duodenum either by supraduodenal choledochoduodenostomy or transduodenal sphincterotomy. In advanced cases with extensive damage drainage of liver abscess, transhepatic intubation of the ducts for prolonged irrigation may be necessary, or even partial hepatectomy if the disease within the liver is confined to the left lobe. 
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Some Pitfalls in Diagnosis in Tropical Surgery
The commonest pitfall in diagnosis into which we are all liable to fall is the assumption that a coloured immigrant must import his diseases with him. It must also be emphasized that, with a few notable exceptions, most diseases of temperate climates flourish in the tropics but may be modified by environmental and other factors. Furthermore a disease which has a pattern of symptoms and signs familiar to us all in this country may present unusual features when it is complicated by or is a complication of a disease peculiar to the tropics. The clinical and pathological diagnosis of carcinoma of the bladder in a patient with chronic schistosomiasis may be extremely difficult; carcinoma of the genitalia complicating granulomatous venereal disease is an equally complex problem.
Tropical diseases have a geographical pattern of their own so that a knowledge of the diseases endemic to the place of origin of the immigrant is essential if a fruitless diagnostic chase is to be avoided. In appropriate circumstances a diagnosis of filariasis could be considered in a West Indian immigrant from Guyana but not in a Jamaican, this island being free from endemic filariasis. Also an immigrant may be suffering from a chronic but relatively symptomless disease which goes undetected until surgery for some other condition is undertaken, which may lead to puzzling operative or postoperative complications. Chronic malaria and filariasis may be unmasked by surgery; anasthesia and surgery in patients with hramoglobinopathies may carry a high risk.
Lymphadenopathy: A patient presenting with localized or generalized enlargement of lymph nodes is a common enough problem of differential diagnosis in any situation. In so far as the immigrant is concerned the differential diagnosis of malignant lymphoma, secondary carcinoma, tuberculosis, sarcoidosis, brucellosis, toxoplasmosis, viral and nonspecific lymphadenitis still applies but occasionally an unexpected diagnosis such as leprosy, lymphogranuloma venereum, an exotic fungal, protozoal or parasitic infection will emerge. It is my impression that we now see tuberculous lymphadenitis more commonly in the immigrant than in the indigenous patient.
Helminths: To the nonparasitologist the seemingly endless list of worms that man is prey to, with their incredibly diverse and complicated life cycles and host relationships, is a daunting subject. In this country we are relatively free from harmful parasitism and it should be remembered that with those parasites that have man as the sole definitive host there is usually a fairly harmonious symbiosis and it is only in adverse circumstances in the host that the guest misbehaves to the further discomfort of the host. In conditions of poor sanitation and undernutrition, especially in children, worms like ascaris may propagate unduly and cause severe abdominal symptoms of obstruction and even perforation of the small intestine; they may stray from their usual habitat and obstruct the common bile duct, the aesophagus, larynx or trachea, but such cases are now rare in this country.
The anemia and vague abdominal symptoms associated with ankylostomiasis or hookworm infestation are well known but a normally harmless relative of the hookworm, strongyloides, may on occasions give rise to a variety of severe symptoms including the malabsorption syndrome, intestinal obstruction and chronic enteritis. This occurs in poorly nourished subjects when the larva, instead of being passed in the faces, invade the gut wall setting up a chronic inflammatory reaction. The larvw, may also be carried by the blood stream to liver, lungs and elsewhere with a fatal outcome. Such cases have been reported in this country.
When man becomes the secondary host or is the definitive host of parasites with a complex host life cycle the situation is often much more serious, as in the case of tapeworms. A classic example is the hydatid cyst which is the encysted form of the dog tapeworm, Echinococcus granulosus, man here being the secondary host. While hydatid cysts may be getting rarer in the indigenous population, it is still seen occasionally in immigrants from nontropical parts of the world.
A trematode producing complex biliary and liver disease may be encountered in immigrants from the Far East. This worm Clonorchis sinensis, grows and lives in the intrahepatic bile ducts frequently causing jaundice and, presumably by chronic irritation, cholangiocarcinoma. The trematode requires the secondary host of fish for its life cycle and it is the common practice of eating raw fish in many parts of the East that makes the infestation a serious problem there.
Probably the most important trematode infestation of man is schistosomiasis, endemic in one or other of its forms in parts of South America, the Caribbean, the Middle East, Africa and Far East. Schistosomes, in addition to the classical lesions in the bladder and rectum, may produce disease in the prostate, seminal vesicles, ureters, kidneys and the female genital tract, and also metastatic lesions in liver, lungs and elsewhere. Infestation may mimic other forms of chronic inflammation such as tuberculosis in the urinary and genital tracts, chronic appendicitis, chronic colitis, including Crohn's disease. It may co-exist with and be a cause of neoplasia, particularly of the bladder.
Ama?biasis: The Entama?ba histolytica is the most important protozoon in tropical diseases of surgical importance, for it presents many problems in diagnosis and treatment: amoebiasis may masquerade as ulcerative colitis, Crohn's disease, carcinoma of the rectum and colon, primary or secondary hepatic carcinoma or even cerebral tumour. The protean manifestations of this infection, its wide distribution in the tropics and sub-tropics, its chronicity and latency compel us to remember it when dealing with sick immigrants and patients who, at some time, have lived in the tropics.
Hawmoglobinopathies: I have purposely left till last of an inadequate list the pitfall to beware most in surgical diagnosis in the coloured immigrant, the hemoglobinopathies. These genetically determined disorders of the red cells exist in heterozygous forms, the usually symptomless trait, or homozygous forms when disease is manifested.
Hemoglobin S and C are confined largely to those of Negro extraction. Thalassemia, a somewhat different type of hemoglobin, has a much wider distribution in the Mediterranean, the Middle East and Asia. However, with the racial admixtures and population migrations that have gone on over the millennia abnormal hvmoglobins in various combinations may turn up in all sorts of persons and places. Unless one is aware of the wide range of symptoms and signs, acute and chronic, that may accompany sicklecell disease and its variants, mistakes in diagnosis will be made and unnecessary and, in some cases, harmful operative or other treatment instituted. The heterozygous state AS or sickle-cell trait is perfectly compatible with a normal life span but has one peculiar feature that has never been satisfactorily explained, the tendency to produce symptomless hxematuria which may lead to an erroneous diagnosis of renal tuberculosis or neoplasia.
A minority of people with the homozygous state, SS or true sickle-cell anaemia, survive to adulthood so that the crises are usually but not exclusively seen in children. Sickle-cell crisis can present a difficult problem to the clinician seeing it for the first time, for it may mimic acute appendicitis, intestinal obstruction or perforation, acute rheumatism and osteomyelitis and, with the mild jaundice so characteristic of the condition, acute cholecystitis, hepatitis or even septicaemia. A correct diagnosis is essential as operation with its accompanying anaesthetic may have disastrous results.
Bone lesions are common in hWmoglobinopathies and one in particular, avascular necrosis of the head of the femur, can lead to a misdiagnosis of Perthes' disease or tuberculosis of the hip. To make matters more complicated, people with hmmoglobinopathies are liable to infections and, for some peculiar reason, to salmonella infection; salmonella osteomyelitis is a well-recognized complication of SC and SS hemoglobinopathies.
Quite apart from their own clinical manifestations, the hxemoglobinopathies must be borne in mind when surgery for other conditions is contemplated, as they may introduce complications where none might be anticipated in patients with the normal AA haemoglobin pattern: it must be remembered that anything between 10 and 20 % of West Africans and West Indians carry at least one of the abnormal genes; therefore, when an immigrant of Negro extraction presents with puzzling clinical features, examination of a blood film, sickling tests and, if necessary, electrophoretic determination of the hoemoglobin type is mandatory.
In conclusion I would like to return to my original contention that the sick immigrant is more likely to be suffering from the same diseases as the native than to have brought some exotic tropical disease with him. If I may presume to give advice, it would be that when an immigrant, irrespective of the colour of his skin presents with the classical signs and symptoms of a particular disease then the surgeon should act accordingly but, if there are atypical features, then is the time for reconsideration.
